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Assistance Program

Instructions

This form is used to affirm the employment history of a living or deceased Department of Energy (DOE) contractor

employee who applied to the DOE for state workers’ compensation assistance under Part D of the Energy Employees

Occupational Illness Compensation Program Act (EEOICPA).  The form is an acceptable format for providing an

affidavit in support of an otherwise unsupported work history and can b e filled out by anyone with knowledge of a

cove red e mp loyee’s  work  histo ry. Th e nam ed su rvivor  or em ployee  has n am ed you  as an  individ ual who co uld as sist in

verifying their em ployme nt history.   Pleas e fill out the form  to the bes t of your ability.  If you requ ire additiona l space to

provide c omm ents, attac h a signe d supp leme ntal statem ent.  Mail the completed, signed form to: Office of Worker

Advocacy, Office of Environment, Safety and Health, L’ Enfant Plaza, Suite 800, Washington D.C.  20585 Attn:

Claims Proce ssing/Wo rk Affidavit.  If you have  question s please  call the Of fice of W orker A dvoca cy toll free at 

1-877-447-9756.

OMB Burden Disclosure Statement

Public reporting burden for this collection of information is estimated to average 30 minutes, including time for

reviewing instructions, searching existing data sources, gathering data needed, and completing and reviewing the

collec tion o f info rmation .  If you h ave a ny com me nts re gard ing the bur den  estim ate o r any o ther a spect of th is

collection of information, including suggestions for reducing this burden, send them to the Office of Records and

Business Management (IM-11), U.S. Department of Energy (OMB 1910-5120), Washington, D.C. 20585 and to the

Office o f Mana gem ent and B udget (O MB), P aperwo rk Red uction Pr oject (19 10-512 0), W ashingto n, D.C. 2 0502. 

1.  Name and Address of the Person Completing Affidavit

NAME:___________________________________________________________
              Last                                                        First                                                      M.I

ADDRESS:________________________________________________________

CITY:______________________________STATE_________________ZIP CODE______________

PHONE NUM BER:____________________________________

2.  Affirming the Employment History of the Following Person:

NAME:__________________________________________________________________

              Last                                                        First                                                      M.I

MAIDEN NAME OR ALIAS USED WHILE EMPLOYED: ___________________________________________________
                                                                                   Last                                                        First                                         M.I

ADDRESS:________________________________________________________

CITY:______________________________STATE_________________ZIP CODE______________

PHONE NUM BER:____________________________________
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3.  Relationship Between You and the Named Employee

9   Spouse   9 Son/Daughter   9 Parent    9 Grand parent    9 Friend    9 W ork As sociate

9   Other:____________________________

4.  Employment History of the Named Employee

Please list in chronological order, starting with the most recent, your knowledge of the employment history of the

named employee in box 2.  Please provide as much information as possible on the dates and the name and location of

the em ployer .  

EMPLOYER 1

Dates of Employment Start Da te            /        /                  

 

End D ate         /         /

Employer Name and Location

Description of Work Performed by the person named box 2

Explain how you know the person named in box 2 worked for the employer

EMPLOYER 2

Dates of Employment Start Da te            /        /             End D ate         /         /

Employer Name and Location

Description of Work Performed by the person named box 2

Explain how you know the person named in box 2 worked for the employer
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EMPLOYER 3

Dates of Employment Start Da te            /        /             End D ate         /         /

Employer Name and Location

Description of Work Performed by the person named box 2

Explain how you know the person named in box 2 worked for the employer

EMPLOYER 4

Dates of Employment Start Da te            /        /             End D ate         /         /

Employer Name and Location

Description of Work Performed by the person named box 2

Explain how you know the person named in box 2 worked for the employer

5.  DECLARATION OF PERSON COMPLETING FORM 

Any person who knowingly makes any false statement, misrepresentation, concealment of fact or any other act of

fraud to obtain assistance as provided under EEOICPA Part D or who knowingly accepts assistance or compensation

to which that person is not entitled is subject to civil or administrative remedies as well as felony criminal prosecution

and may, under appropriate criminal provisions, be punished by fine or imprisonment or both.

I affirm that the employment history provided on this form is accurate and true.

Signature____________________________________________________Date_________________


